INTRODUCTION
Lipomas are neoplasms composed of mature adipose cells that represent the most common benign mesenchymal tumors and can be found in all sites containing fatty tissue. Occurring more commonly in the chest and extremities, impairment of the head and neck is less frequent, representing approximately 13-20% of cases. The majority of lesions in this region are located in the posterior portion of the neck and rarely develop in the anterior neck, face, and other regions 1, 2 . Upon searching the international literature, we found only 31 cases of buccal fat pad lipoma, buccal fat pad, or Bichat ball, which indicates the rarity of this disease and even suggests a possible underreporting of cases 3 .
Here, we report a case of relapsed giant lipoma of the buccal fat pad that was treated at the Federal Hospital of Andaraí, Rio de Janeiro, RJ.
METHOD Case Report
Patient PSRC, a 29-year-old man, sought medical care at the Microsurgery of the Plastic Surgery Service, Hospital Federal Andaraí, for excision of a tumor in the temporal region measuring approximately 10 cm and another tumor in the face measuring approximately 10 cm in its largest axis that had progressed over 18 months ( Figures 1A and 1B) . The patient reported an expansive lesion in the left temporal region 4 years prior and underwent surgical exeresis in another service in November 2009, with an anatomopathological diagnosis of lipoma.
A nuclear magnetic resonance imaging examination after the first excision showed an expansive lobulated lesion with regular contours in the temporal and left infratemporal fossa and a hypersignal in the T1 and T2 and cleavage planes with adjacent structures that was suggestive of lipoma ( Figure 2) .
A complete preoperative evaluation was performed and surgical treatment was proposed for total lesion excision after explaining possible sequelae, mainly with regard to the facial nerve, to the patient and obtaining the patient's consent. Under general anesthesia, a pre-auricular incision was performed with temporal extension in the posterior boundary of the tumor and inferior extension in the posterior edge of the mandible.
Dissection by plane in the temporal region revealed a fan-shaped encapsulated tumor lesion that was 10 x 10 x 5 cm, was located between the temporal muscle fibers, extended to the infratemporal fossa, and passed below the zygomatic arch ( Figures 3A and  3B ). The segment located in the face was submuscular, encapsulated, and multilobular, and it measured 10 x 10 x 5 cm. It involved the zygomatic and buccal branches of the facial nerve as well as the parotid duct since it extended to the buccal mucosa. Dissection of the upper and lower segments of the tumor was performed to isolate them from the branches of the facial nerve and parotid duct ( Figures 4A and 4B) . The upper portion of the tumor was sectioned close to the zygomatic arch to allow for the excision of the rest of the tumor. The surgery was finalized by closure in layers and vacuum drainage.
Introdução

Literature Review
A bibliographic review of English articles in the Pubmed database was performed using the term "lipoma of buccal fat pad" and in the Brazilian Journal of Plastic Surgery using the terms "lipoma of buccal fat pad," "Bichat ball," and "lipoma".
RESULTS
The patient presented with moderate paresis in the left frontal region in the immediate postoperative period that progressively improved during monitoring but featured neuropraxis of the left temporal branch after surgical manipulation ( Figures 5A and 5B ). The histopathological analysis confirmed the diagnosis of classic lipoma and the tomographic control at 1 month showed only cicatricial changes at the surgical site with no residual lipomatous lesion ( Figure 6 ). 
Literature Review
We found no reports in the Brazilian Journal of Plastic Surgery. In Pubmed, 18 articles were found, only three of which detailed lipoma from the buccal fat pad [1] [2] [3] [4] . One article in Portuguese was published in the Brazilian Journal of Maxillo-Facial Surgery. Other articles included six on intraoral lipomas or of the oral mucosa [5] [6] [7] [8] [9] [10] , four on pseudolipoma or posttraumatic hernia [11] [12] [13] [14] , one on hypertrophy by HIV 15 , one on lipoma of the parotid gland 16 , one on using the buccal fat pad in reconstructive surgery of the face 17 , and two on anatomic description 18, 19 .
Anatomy of the buccal fat pad
The buccal fat pad was first described by Heister in 1727, but Bichat described its lipid nature in 1801. This structure is located in the space between the chewing muscles, separating them from each other and the adjacent bone structures 3, 4 ; however, it is much larger and more complex than assumed.
Anatomically, the structure is large, well organized, and located between the masseter and buccinator muscles. In accordance with the capsular, ligament, and vascular network formation characteristics, the buccal fat pad is divided into anterior, intermediate, and posterior lobes, the latter of which is divided into four segments.
Each lobe is coated with an independent membrane and each segment is nourished by different vascular pedicles (Figure 7) . The anterior lobe is located below the zygomatic arch and extends over the buccinator muscle and maxilla below the lifter of the upper lip and the greater zygomatic muscle. The intermediate lobe is located between the anterior and posterior lobes, resting laterally over the maxilla. The posterior segment of the buccal fat pad is in the masticatory space and extendes to the infraorbital fissure, the space around the temporal muscle, and the ramus of the mandible.
Its ramifications give rise to buccal, pterygopalatine, pterygoid, and temporal processes. The buccal process represents the lower portion of the posterior lobe below the parotid duct. The extension that extends to the pterygopalatine fossa is called the pterygopalatine process. The pterygoid process is the most posterior segment, filling the pterygomandibular space. The temporal region houses the temporal process, which can be divided into superficial and deep parts.
The superficial segment is located between the deep temporal fascia and the temporal muscle and presents as a continuity with the deep segment, which lies on the wall of the orbit and the frontal process of the zygomatic bone.
Histopathology of the buccal fat pad
Its embryological origin is suspected to be ectodermic unlike the subcutaneous adipose tissue in its anatomy and physiology 4 . Several pathologies originate from this structure, such as lipoma, lipoblastomatosis, liposarcoma, hemangioma, arteriovenous malformation, and nodular fasciitis other than pseudolipoma, which is a herniation of the fat pad, generally from trauma 3, 4 . The expansive lesions of the buccal fat pad can be classified as follows according to their histological type: simple/classic lipomas, fibrolipoma, angiolipoma, and fusiform cell lipomas 3, 4 . This last histological variety can represent up to 50% of the lesions reported and its differentiation from welldifferentiated liposarcoma can be quite difficult in some cases 3, 4 . Simple/classic lipoma, found in the described case, is responsible for the other half of the findings. It may present various dimensions when reaching large proportions (> 10 cm in one of its planes), at which it is called a giant lipoma.
These lesions are considered rare and, in this situation, it is of utmost importance to consider a differential diagnosis of liposarcoma and other soft tissue tumors, due to their close relationship with lesion size. Malignant transformation is uncommon Chia CY et al.
www.rbcp.org.br and should be suspected in rapidly growing recurring tumors with skin ulcerations 3, 4 .
Treatment of tumors of the buccal fat pad
The treatment is surgical, and access depends on tumor extension. An intraoral incision can be used to approach the lesion and the buccal extension. In cases of diffusely growing tumors, giant lipomas, recurrences, or suspicion of liposarcoma, cutaneous access with temporal and mandibular prolongation is recommended 4 . No postoperative complications were found in the literature. De Wijn et al. 4 reported 27 cases of tumors in their literature review, the diameters of which were 1-8 cm, including one case of relapse due to fusiform cell lipoma.
DISCUSSION
In this case, cutaneous access was preferred due to familiarity with the facial dissection, diffuse temporal and facial extension of the tumor, and the recurrent nature of the disease. The perioperative findings of the case highlight the characteristics of being well-vascularized, encapsulated, and with global hypertrophy, occupying the intermuscular space from the zygomatic arch to the edge of the mandible in the face with the temporal process involving the entire temporal muscle.
Pathological examination confirmed the nature of a simple lipoma; in terms of size, it was a rare giant lipoma of the buccal fat pad. The recurrence was probably a result of incomplete exeresis of the first resection. All anatomical characteristics, histopathological findings, and the surgical approach and results are in agreement with those reported in the scarce literature.
Due to various possible forms of presentation, depending on the degree of hypertrophy of each lobe and process, of the different histological compositions, many reports were published with other terms and classifications. The anatomical complexity of the face and the buccal fat pad itself may lead to interpretation errors [20] [21] [22] [23] . Kakudo et al. 1 called their two cases "halter lipoma" originating from the "masticatory adipose cushion" 1 . Pyon et al. 22 reported eight cases of facial lipoma removed by endoscopy, of which five were localized below the SMAS with probable origin in the buccal pad. Assis et al. 23 reported a case of facial lipoma removed by intraoral access, located below the buccinator muscle, the description of which suggests a buccal fat pad lipoma.
CONCLUSION
In bulky tumoral lesions or tumor recurrences of the face, cutaneous access allows a better approach of all facial structures with the possibility of cranial and caudal extension that permits complete tumor excision. The origin in the buccal fat pad should always be considered in lipomatous lesions of the face. The differential diagnosis with lipoma of fusiform cells and liposarcoma should be performed. Imaging exams are important in the detection of their nature and anatomic extension. Although rare, malignant transformation is closely related to lesion size, and its clinical and histological differentiation is quite difficult.
The buccal fat pad is an anatomically and functionally complex structure that lacks full clarification. The literature is poor and confusing, and the articles to date have been published by dental surgeons and various other medical surgical specialists. The incidence of DFSP is probably underestimated, and a large surgical and pathological anatomical study is necessary to standardize its pathology since the majority of lipomatous lesions of the face and mouth published to date probably have the same origin in the buccal fat pad.
